Background: Ambulatory geriatric rehabilitation (AGR) is a multidisciplinary outpatient prevention program designed to decrease hospitalisation and dependence on nursing care in multimorbid patients ≥70 years of age. We evaluated the effectiveness of AGR compared to usual care on progression of nursing care levels, nursing home admissions, hospital admissions, incident fractures, mortality rate and total cost of care during a one-year follow-up period. Methods: Analyses were based on claims data from the health insurance company AOK Nordost. Propensity Score matching was used to match 4 controls to each person receiving the AGR intervention.
Background
Elderly frail patients have an increased risk for hospitalisation and dependence on nursing care. To identify elderly patients in need of care, a basic geriatric assessment in ambulatory primary care was introduced in Germany in 2005 [1] . However, there are currently no widely available comprehensive outpatient rehabilitative services for geriatric patients in Germany. Inpatient geriatric rehabilitation is available but mainly used after hospitalisation, e.g. hip fractures. A systematic review showed that complex interventions can reduce the need of care in elderly [2] . Pilot programs for preventive ambulatory geriatric rehabilitation (AGR [Ambulante Geriatrische Komplexbehandlung]) were introduced within the legal frame ( § 140 Book V of the social code) in Baden-Württemberg in 1996 [3] and in Mecklenburg-Vorpommern in 2008 as well as in some other states of Germany. AGR is a multidisciplinary outpatient prevention program designed to decrease hospitalisation and dependence on nursing care in multimorbid patients aged ≥70 years. The intervention program has a duration of 4 weeks and consists of physiotherapy, ergo therapy, speech therapy, occupational therapy, social support by qualified social workers and counselling regarding aids and care. The intervention model follows the principle "outpatient before inpatient" and "rehabilitation before care". AGR aims to strengthen and stabilise the physical and cognitive status of frail geriatric patients, enabling them to maintain independent living and thus to avoid or delay hospitalisation and dependence on nursing care. An alternative to AGR is a mobile rehabilitation program offered to patients in their homes, but this is also only available on a regional basis and has not been evaluated by a controlled study design [4] . So far, AGR has only been evaluated by uncontrolled observational studies [5, 6] . Because randomised controlled trials evaluating geriatric rehabilitation in the outpatient setting are logistically and ethically difficult to realize, we conducted a matched cohort study based on claims data.
The aim of our study was to evaluate the effectiveness of AGR with regard to progression to higher nursing care levels, nursing home admission, hospital admissions, incident fractures, mortality and health care costs within four billing periods after the intervention.
Methods

Study design
The study was based on claims data provided by the statutory health insurance company AOK Nordost. The intervention group consisted of AGR participants in Mecklenburg-Vorpommern during the years 2009-2013. Claims data were available on a quarterly basis, with each quarter corresponding a 3-month billing period. The observation period consisted of the four billing periods (12 months total) prior to AGR intervention. The billing period during which the 4-week AGR intervention took place represented the index period (3 months total). The four billing periods following the index period comprised the post-intervention observation period. Propensity score matching was applied to match controls and AGR participants. The study was reviewed and approved by the ethical review board of the Greifswald Medical University and the responsible authority of AOK Nordost (BB 077/14).
Description of AGR intervention and eligibility criteria
Patients who fulfilled the eligibility criteria for AGR intervention assessed by their general practitioners were asked to participate in AGR. Eligible patients were aged 70 and older, had at least two diagnoses from a list of cardiovascular, orthopaedic, pulmonary, infectious disease, and psychiatric conditions defined by the German Geriatric Society and at least one contractually specified geriatric syndrome such as incontinence, frailty syndrome, or visual/hearing problems [7, 8] . Patients deemed suitable for AGR were referred to a special rehabilitation centre for a geriatric assessment. AGR providers then decided to include the patient in the intervention based on the geriatric assessment. The AGR intervention was tailored to the individual patient needs.
Patients were not eligible for AGR if hospital admission was indicated, AGR was deemed unreasonable, only curative rehabilitation was necessary, active participation was not possible or patient was unable to provide informed consent. The claims data did not include information about the number of patients screened for eligibility, but did not undergo AGR. .
Patients receiving AGR were treated for an average total of 20 days within 4 weeks with two to three 30-min therapy units per day. AGR was delivered in individual and group sessions with up to 15 participants. A pick up and return service for participants in rural districts was provided.
In-and exclusion criteria from the analyses
Inclusion criteria for analysis in our study were participation in AGR during the time period 2009-2013 and available claims data. In order to evaluate treatment effects for typical AGR patients we excluded participants with rare health conditions or extremely high health care costs (n = 28, Table 1 ). Participants who died after AGR were not excluded from statistical analyses.
Matching of controls
Variables for matching cases and controls were selected based on their importance in predicting AGR participation as well as the outcomes of interest. These included use of nursing care, ambulatory care, hospital admission and inpatient diagnoses, drug prescriptions, prescription for remedies and assistive devices, as well as health care expenditures ( Table 2 ). The four billing periods prior to the index period and the index period in which the intervention took place comprised the time frame for the variables used for matching. The index period was included in the matching procedure as it contained events (such as hospitalization) that could have motivated participation in AGR. However, within the index period we are unable to distinguish any events prior, during or after AGR. Therefore, to assess the stability of results, we excluded the index period from the matching. Any conclusions were unaffected by this approach.
The matching was performed in several steps
Since there was no clear index period for the controls, unlike the AGR patients, a pre-selection was completed on a quarterly basis. Controls were drawn with repetition for each billing periods. The pre-selection took into account the Pre Matching variables listed in Table 2 . Controls were excluded if they had fundamentally different characteristics compared to AGR participants, for example other age range and health care costs outside the range of AGR participants. None of the AGR participants changed insurance providers during the study period. Therefore, only controls who did not leave the AOK Nordost were selected.
In a second step, propensity scores were calculated using a Probit-Regression model using all predictor variables listed in Table 2 (column Propensity Score).
In a third step, the actual matching of the controls using propensity-scores and other variables was performed ( Table 2 Main Matching). In this step, four controls were assigned to one AGR participant without repetition. The quality of the matching was assessed using cumulative frequencies and standardized mean differences (SMD). SMD < 10% are considered satisfactory [9, 10] .
Outcomes and statistical analyses
The outcomes nursing home admission (Yes/No), nursing care levels (1/2/3), hospital admission (Yes/No) and mortality were available on a quarterly basis in claims data. Diagnoses were based on ICD-10 GM codes in claims data. Nursing care levels are defined by the German social code XI (SGB XI). The nursing care levels have been changed to nursing grades in January 2017 [11] . However, we used nursing care levels for this study, which applied during the observation period (Table 3 ) [8] .
In addition to the diagnoses specified in Table 2 , fractures (ICD S00 -T14) were also considered. The graphs ( Fig. 1 ) represent the course of study outcomes in the intervention and control group. Effect sizes were calculated using general linear models. The predictor was the indicator variable for the AGR (yes/no). Statistical weights were calculated based on propensity scores [12] to estimate the average treatment effect. The effect sizes for the dichotomous outcomes progression to higher nursing care levels, nursing home admission, hospital admission and incident fractures were calculated using logit Link and a binomial distribution function. Differences between the groups in percent and 95% confidence limits were calculated. Changes in costs were modelled as change scores using id-Link and Gaussian distribution function. The costs for the AGR intervention were not included in the total costs. The robustness of the results was reviewed by variation of the generalized linear regression models (e.g. variation of control variables, use of different statistical weights, and exclusion of outliers in health care costs). These different approaches did not lead to a different interpretation of the results and are not reported. The analysis was performed using Stata 13.
Results
A total of 699 geriatric patients participated in AGR during the observation period between 2009 and 2013 (mean age 79 years (SD ± 5), 72% women). Twenty-eight participants met exclusion criteria (Table 1 ) and 39 participants were excluded due to missing claims data. Out of a pool of 251,000 insured individuals, 2528 controls were matched to 632 AGR participants. The mean SMD of the variables after matching cases and controls was + 1.4% (range − 4.4 /3.9%). The SMD of all matching variables between AGR participants and controls can be seen in Additional file 1: Table S1 . A less favourable outcome (+ 2.2%; 95% CI: − 0.9 /5.3) of progression of nursing care levels for AGR participants was observed (Table 4 ). In particular, a higher percentage of AGR participants entered nursing level 1 after intervention compared to non-participants ( Fig. 1) . More AGR participants than controls were admitted to a nursing home (+ 1.7%; 95% CI: − 0.1 / 3.5). The proportion of AGR participants with incident fractures was 11.1% (95% CI: 7.3/15) higher compared to the controls and the proportion of participants with hospital admission increased by 1.1% (95% CI: − 3.2 / 5.4). In the year after AGR, the average total cost per patient was € 353 (95% CI: € -989 / € 282) lower compared to the control group. After excluding values under the 2nd and above the 98th percentile, the difference in costs was € -144 (€ -659 / € 371). In the year after AGR intervention, 31 (4.9%) AGR participants and 93 (3.7%) controls deceased (p-value = 0.20).
Discussion
Main results
The evaluation of the AGR intervention revealed no relevant advantages compared to routine care in terms of progression of nursing care levels, nursing home admission, hospital admission, incident fractures and mortality. The course among AGR participants was slightly less favourable. The average total costs in the year after AGR were slightly lower in the intervention group but the statistical uncertainty regarding this measure was high. However, our calculation did not take into account the costs of the intervention.
Meaning of the results and comparison with other studies
Preventing and delaying dependence on long-term care is an important public health goal given the demographic changes and the imminent shortage of nurses. Unlike a meta-analysis of 89 studies, our study did not show an advantage of multidisciplinary interventions over routine care in preventing dependence on nursing care or nursing home admission in older individuals [2] . However, the meta-analysis did not include German studies and studies were mainly related to rehabilitation after hospitalisation. The observed less favourable course of AGR participants in our analysis can be due to different reasons. One possible explanation could be that counselling regarding nursing care was offered in the intervention, which triggered an assessment for nursing care eligibility. Controls who possibly were entitled to nursing care or a higher level or nursing care might not have applied due to a lack of information and support. The available data did not comprise information on whether relatives were caring for the controls at home. Criteria which were taken into account for each stage of the matching process are marked with an X This is a relevant point because 76% of people in need of care in Germany are cared for at home and of those 68% receive their care from relatives [13] . This confounder could have biased our findings.
The meta-analysis [2] showed that the number of hospital admissions could be reduced by interventions (RR 0.94; 95% CI 0.91-0.97) [2] . The results of our study show slightly more hospitalisations in the intervention group. One possible explanation is that, despite matching, there was a higher morbidity in the intervention group. In addition, we were unable to differentiate between preventable and non-preventable hospitalizations Fig. 1 Progression of outcomes during the four previous billing periods, the index period in which the intervention took place and the four billing periods after the index period for AGR participants and controls [14] . The participant's primary care providers retained the ability to prescribe medication during the AGR intervention. If the assigning general practitioner was not part of the AGR practice, there were limited possibilities to change prescriptions. The proportion for which this situation applies is not derivable from the available data. AGR was most likely to influence the risk of falls and fractures [15] . The proportion of AGR participants with fractures during the follow-up period of 1 year was clearly higher compared to the control group. This result is not consistent with other studies investigating patient-related clinical outcomes, which show decreased fall risk [16] and incident falls [17] as well as a significant improvement of mobility [5] . Risk factors for falls, such as deconditioning and lack of assistive devices were positively influenced by AGR. This is corroborated by a follow-up study which analysed clinical data of a subgroup of AGR participants [18] . This is another indication that the intervention group had a poorer health status than the matched peer group. Furthermore, it is necessary to continue the rehabilitation exercises in order to maintain the achieved improvements. Our data does not provide information on whether AGR participants continued exercises on their own. A long-term training program is not yet available in Germany. A relevant influence on mortality could not be determined in the meta-analysis [2] nor in our study. However, this plays a less important role in this age group. A far more important goal is to improve and maintain quality of life. Taking into account the costs of implementing AGR, reduction in health care costs seems unlikely. From the statutory health insurance perspective, there are no relevant benefits from the implementation of the current AGR program. However, from the patient perspective there seem to be advantages [5, 6, 18] . The empirical evidence needs to be improved in order to justify the nationwide implementation of AGR.
Strength and limitations
To the best of our knowledge, this is the first study evaluating the treatment effects of AGR in Germany using a controlled study design and a follow-up period of 1 year. Matching provided a high level of comparability with regard to the characteristics available in the claims data [9, 10] . Since neither clinical data nor psychosocial characteristics of cases and controls were available for matching, it is possible that the groups are not completely comparable. It cannot be concluded that the AGR induced more incident fractures and increased nursing home admissions. The assigning general practitioners might have used patients characteristics for AGR inclusion, unavailable through claims data. The less favourable course of AGR participants in terms of nursing care level and nursing home admission suggests that AGR participants had a poorer health status and were more vulnerable, despite adequate matching using claims data. It is possible that AGR participants, their relatives or their primary care doctor had a better knowledge of social rights, such as entitlement to higher nursing care levels, compared to controls. This study does not prove the ineffectiveness of AGR, especially since data based on a subgroup of our AGR intervention group showed consistent improvements in clinical parameters such as the Timed Up & Go Test and Barthel Index [18] . Given that a previous study based on clinical data showed improvements in a subgroup of the intervention group, claims data may not be an appropriate source of data to evaluate the efficacy of AGR. It is also possible that the clinical course of the intervention group would have been even less favourable without the AGR intervention. However, AGR is a short intervention (4 weeks) with no continuous support for patients to maintain the treatment effects. The subgroup evaluation based on clinical data showed reductions of treatment effects after 6 months follow-up, indicating the importance of implementing programs, which maintain the treatment effects [18] . The duration of the AGR corresponds to the duration of in-patient rehabilitation and the mobile geriatric rehabilitation in Germany [19, 20] .
In addition, studies with more clinical and social data, which is unavailable in claims data, are needed to measure the efficacy and benefit of AGR.
Conclusions
Analysis based on claims data showed no benefit from AGR compared to routine care in terms of reducing progression of nursing care levels, less nursing home admission, hospital admission, incident fractures and mortality. The slightly less favourable outcomes despite AGR may be due to a lack of information on morbidity and relevant psychosocial factors in claims data. A decrease in health care costs seems unlikely when considering the costs of AGR. An evaluation of AGR with a randomized controlled clinical trial would be necessary to further inform decision-maker about AGR for nationwide implementation.
